INTRODUCTION
V errucous carcinoma is a very rare type of squamous cell carcinoma, slow-growing and found in the oropharynx, larynx, penis, scrotum, vulva, vagina, cervix, endometrium, bladder and anorectal region. It is believed to be related to chronic irritation or inflammation of the mucosa due to smoking, drinking, achalasia, esophagitis, ingestion of lye or esophageal diverticulum.
The main symptom is dysphagia, associated with great weight loss. Patients are usually admitted in an advanced state of malnutrition, especially due to delays in diagnosis, leading to high surgical risk and mortality 1, 2, 4, 5, 6, 7, 8, 9, 10 
CASE REPORT
Man aged 64, smoker for 44 years, having stopped for 16 years. He presented with rapidly progressive dysphagia, from solid to liquid in four months, associated with weight loss of 18 kg in the period.
Initially admitted for investigation at another facility where he underwent upper gastrointestinal endoscopy, which showed whitish plaques in the entire esophagus and biopsies showing Candida sp. He was treated with intravenous antifungal and remained hospitalized for 28 days, but there was no improvement of the dysphagia, on the contrary, it progressed to inability to swallow saliva. A new endoscopy revealed growth of a vegetative mass in the mucosa and it was not possible to reach the stomach. A nasogastric feeding tube was inserted at this moment. Again biopsies were taken and the results showed no malignancy.
Upon arrival in the institution, the patient was quite emaciated and another endoscopy was performed showing whitish papillomatous lesions, starting just below the cricopharyngeal muscle, increasing in size and becoming exophytic, multilobular polypoid mass, narrowing the esophageal lumen ( Figure 1 ). New biopsies revealed papillary squamous epithelium, consistent with esophageal squamous papilloma without atypia.
A tomography was performed, showing extensive esophageal lesion with 15 cm long, from the middle segment, completely obstructing the esophageal lumen. Esophageal walls were also thickened in the upper segment, but with esophageal lumen, preserved
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Financial source: none Conflicts of interest: none As the successive biopsies were negative for carcinoma, discussion was held with pathology team, presenting the CT and endoscopic findings. Due to the high degree of suspicion, the pathologist raised the possibility of verrucous carcinoma of the esophagus and the patient was scheduled for an esophagectomy.
The procedure started by videothoracoscopy, but after long and laborious dissection, there was no security in finding the plane between the neoplastic mass and left atrium and pulmonary veins.
A thoracotomy was carried out with full mobilization of the esophagus and lymphadenectomy. The patient was then placed in the supine position and the operation was completed by abdominal laparoscopy and neck incision for reconstruction with isoperistaltic gastric tube. The specimen was removed, protected, through the abdomen. As can be seen in Figure  3 , the margin of esophageal section was grossly affected by cancer, and even enlarging the resection, surgical margin persisted macroscopically affected.
As the patient refused pharyngolaryngectomy, manual anastomosis was performed 1-2 cm below the cricopharyngeal muscle, with the intention to perform ablation of residual mucosa later. The postoperative period was uneventful, without anastomotic fistula or pulmonary complications.
The pathology report showed squamous cell verrucous carcinoma, well differentiated, infiltrating the adventitia of the esophagus, with 16 cm long. There was no invasion of the gastric epithelium at the cardia. The proximal margin presented the same pattern of papillary cell cancer, but restricted mucosa. It was not detected angiolymphatic nor perineural invasion, pT3pN0 stage.
In the postoperative follow-up, two sessions of endoscopic ablation with argon plasma were performed, with good results at the time of ablation, but recurrence of papilloma at control exams.
After these attempts the patient was sent to adjuvant radiotherapy. After completion of radiation therapy, control endoscopy showed complete disappearance of papilloma in the mucosa.
The patient is doing well, with no signs of disease on 12 months follow-up (Figure 4 ).
DISCUSSION
Verrucous carcinoma is very rare type of squamous cell carcinoma. It was first described by Minilley et al. in 1967
1 . Of unknown etiology may be related to smoking, alcohol consumption, achalasia, esophagitis, lye ingestion or esophageal diverticulum 2, 3, 4, 6, 7, 9 . There are fewer than 30 cases reported in the literature and there is a strong link with smoking and alcohol consumption. HPV can also have influence on the development and progression to cancer 2, 9, 10 . This patient had been a smoker for 44 years, but despite pappiltomatous lesions, HPV was not observed.
The main form of presentation is dysphagia associated with major weight loss 10 . Patients are usually admitted in an advanced state of malnutrition, especially due to delays in diagnosis, leading to the high surgical mortality risk 9 . Endoscopically, the appearance is characteristic with large exophytic masses, not ulcerated, of verruciform multilobulated. In this patient injury assailed the entire esophagus and respected precisely the epithelium of cardia.
A recent study of 11 cases from a single institution treated in 15-year period brings together the main characteristics of this type of carcinoma. Commonly (73%) associated with infection by Candida sp, which sometimes delays the final diagnosis. In five of the 11 patients had affected the entire length of the esophagus 10 . Only six of the 11 patients were treated by surgery. The conclusive preoperative diagnosis of verrucous carcinoma is hard to do. Superficial biopsies show only nonspecific acanthosis, hyperkeratosis or parakeratosis associated with acute or chronic inflammation. The diagnosis should be made based on the characteristics evaluated all together. Endoscopic appearance and image, which can be tomography or endoscopic ultrasound, reveals transmural involvement of the lesion. Deeper biopsies by aspiration can be attempted with endoscopic ultrasound. Another method that can provide greater amount of tissue for histological evaluation is endoscopic mucosal resection.
In this case the diagnosis and therapy were challenging, since endoscopic biopsies were not conclusive and the final diagnostic came only after analyzing the resected specimen. Esophagectomy can be curative, but has high mortality rates and, in this case, the extremely infiltrative nature of the hardened mass made the surgical removal more difficult.
A peculiarity of this case, not reported in the literature yet, was the response to adjuvant therapy with disappearance of lesions in the residual esophageal mucosa, which can be the basis for neoadjuvant therapy in order to allow more conservative resections when there is involvement of the entire esophagus. There is already reported in the literature neoadjuvant treatment, with good response 8 , but there is no consensus in the literature in this regard. 
